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Fiorinal* Quinidine Gluconate A M Retrovir* oral A
AKNE-MYGIN B Salsalate A Quinidine Sulfate Al M REYATAZ B
AZELEX B Trilisate* A Quinidine Sulfate CR A M Ribavirin A
BENZACLINPUMP | B ANTIBIOTICS- ANTIFUNGALS SUSTIVA B
Benzamycin A APAP /Codeine A Clotrimazole Troche A TAMIFLU B
Clindamycin Topical A Codeine A Fluconazole A TRIZIVIR B
Clindamycin-Benzoyl A Duragesic A GRIFULVIN Tab B TRUVADA B
DIFFERIN B Fioricet #3 A Griseofulvin Susp A VALCYTE B
Differin 0.1% CRM* A Fiorinal w/codeine* A GRIS-PEG B .
Valtrex A
Differin Gel 0.1% A Hydrocodone/ APAP A Ketoconazole Tab A VIDEX B
DUAC B Hydromorphone A Lamisil A VIRACEPT B
Erythromycin Top A Levo-Dromoran A NOXAFIL B VIRAMUNE B
Isotretinoin A Meperidine /Prometh A Nystatin A VIREAD B
Klaron A Meperidine Oral A Sporanox A Zerit* A
METROGEL B Methadone A Chiooquin A ZOVIRAX OINT B
Metrolotion A Morphine Sulfate A DARAPRIM 5 ANTIBIOTICS- CEPHALOSPORINS
NORITATE B Morphine Sulfate CR A CEDAX B
RETIN-A MICRO B Naltrexone A FANSIDAR B Cefaclor
Sulfacetamide /Sulphur | A Oxycodone A Hydroxychloroguine A M Cefadroxil A
Tretinoin A Oxycodone /APAP A Lariam A Cefpodoxime A
Oxycodone /ASA A MALARONE B Cefprozil A
Aricept 5 & 10 mg A OXYCONTIN B PRIMAQUINE B Ceftin* A
i ANTIBIOTICS- ANTIMYCOBACTERIAL
Ergoloid Mesylate A Propox /APAP 100/650 | A Gephalexin A
Exelon Caps* A Ethambutol
P Propox /APAP 50/325 A Isoniazid A M DURICEF SUSP B
EXELON LIQUID B .
Propoxyphene A Pyrazinamide A Omnicef A
EXELON PATCH B Roxicet A Rifampin A SUPRAX B
NAMENDA B ) .
Roxicodone A VANTIN SUSP B
-

" Stadol Nasal Soln* A Acyclovir A ANTIBIOTICS- FLUOROQUINOLONES
Analpram-HC A AVELOX B
CORTIFOAM B Talwin NX A ATRIPLA ° Ciprofloxaci A
EPIFOAM 5 Ultram* A M COMBIVIR B profioxacin

. CRIXIVAN B —r
Hydrocortisone Enema | A Biaxin XL* A
CONDYLOX GEL B
Hvd " Rectal A EMTRIVA B Biaxin* A
ydrocortisone Rectal ANTIARRHYTHMICS EPIVIR B faxin

Hydrocortisone Supp. A Amiodarone A M DYNABAC B
PRAMOSONE B Disopyramide A M Fameiclovir A EES. A
Pramoxine /HC A Flecainide A M Flumadine A ERYPED B
PROCTOFOAMHC B Mexiletene A M Ganciclovir Cap A ERY-TAB B
MULTAQ B M HIVID B Erythromycin A
Butalbital /APAP A NORPACE CR B M INVIRASE B Erythromycin Stearate A
Diflunisal A Pacerone A M KALETRA B Zithromax* A
Esgic-Plus A Propafenone A M NORVIR B ANTIBIOTICS- MISC.

Fioricet* A RESCRIPTOR B ALBENZA B

A = A Tier Generic B = B Tier Brand M = Maintenance Benefit S = Step Therapy Required R = Restriction
DRUG = Brand Drug drug = Generic Drug P = Prior Authorization
drug* = Brand name listed for reference only, generic equivalent available at a generic copay
Brand name products where generic is available; copay penalties may apply.

For questions or prior authorization requirements please call 1-800-728-7947

Preferred Drug Lists continually change to reflect the most recent advances in drug therapy. Therefore, this list is not inclusive and does not guarantee coverage. However, i
represents an abbreviation of the member's prescription drug coverage. Refer to your benefit's documentation for changes to coverage.



CLEOCIN 75MG CAP | B GABITRIL B M LOPROX TOPICAL B Adalat* A M
Clindamycin Cap A Keppra* oral A M Lotrisone Cream* A Amlodipine A M
Clindamycin Sol A LAMICTAL B M Lotrisone Lotion* A Cardizem CD* A M
Dapsone A Lamotrigine A M NAFTIN B Diltiazem ER Cap CR A M
Erythromycin/Sulfisox A Levetiracetam oral A M Nystatin /Triamcinolone | A Diltiazem ER Cap SA A M
Mebendazole A LYRICA B Nystatin Topical A Diltiazem ERCapSR12 | A M
Metronidazole A MEBARAL B M OXISTAT B Diltiazem HCI Tab A M
Neomycin A Oxcarbazepine A M EXFORGE B M
STROMECTOL B Phenobarbital A M Altace® Al M EXFORGE HCT B M
TOBINEB B Phenytoin A M Benazepril Al (M Felodipine Al M
Trimeth/Sulfameth A Primidone A M Captopril Al M Nifedipine XL A M
Trimeth/Sulfameth DS~ A TEGRETOL B M Enalapril Al M Verapamil A M
Trimethoprim A TEGRETOL XR B M Fosinoprl Al M
XIEAXAN B Topamax® A M Lisinopril A M Acetazolamide A M
Topiramate A M Quinapril A M ALDACTAZIDE 50mg B M
Amoxicillin A Trileptal* A M SIVEs - ADRNOLYT Amiloride A M
Ampicillin A Zonisamide* A M - Amiloride /HCTZ A M
Augmentin® A Clonidine A M Bumetanide A M
ovazosin Al |w

Dicloxacillin A Amitrip /Chlordiazepox | A Chlorothiazide A M
Penicillin VK A Amitriptyline A M Guanabenz A M Chlorthalidone A M
Bupropion A Guanfacine Al M DIURIL SUSP Bl M
GANTRISIN PED B Citalopram A M Methyldopa A M Furosemide A M
Sulfadiazine Clomipramine A M Reserpine A M Hydrochlorothiazide A M
Sulfasoxazole CYMBALTA B e ARB M Indapamide A M
ANTIBIOTICS- TOPICAL

BACTROBAN CREAM | B Desipramine A M AVAPRO B M Methazolamide A M
Gentamicin A Doxepin A M BENICAR B M Methyclothiazide A M
Mupirocin Oint A Effexor XR caps™ A BENICAR HCT B M Metolazone A M
Fluoxetine A M Cozaar* A M Spironolactone A M
Doxycycline 100mg A Imipramine HCI A M DIOVAN B M Spironolactone /HCTZ | A M
Doxycycline 50mg A Mirtazapine A DIOVAN HCT B M THALITONE B M
Minocycline Caps A Nortriptyline A M Hyzaar* A M Torsemide A M
Tetracycline A Paroxetine A M ANTIHYPERTENSIVES - BETA BLOCKERS Triamterene /HCTZ A M
VIBRAMYCIN SYRUP | B Paxil CR* A M Acebutolol A M
Phenelzine A Atenolol A M Atenolol/Chlorthal Al | M
Carbamazepine Al M SURMONTIL B M Betaxolol Al M Benazepril & HCTZ Al M
Carbamazepine SR A M Tranylcypromine Sulfat | A Bisoprolol A M Bisoprolol /HCTZ A M
CARBATROL B M Trazadone A Coreg* A M Captopril HCTZ A M
Depakene® A M Venlafaxine IR tab A Inderal LA* A M Clonidine /Chlorthal A M
DEPAKOTE B M Wellbutrin SR* A Labetalol A M Corzide® A M
DEPAKOTE ER B M Zoloft* A M Metoprolol A M DIBENZYLINE B M
DILANTIN 30MG B M Nadolol A M Enalapril/HCTZ A M
DILANTIN CHEW TAB | B M Ciclopirox 0.77% A Pindolol A M Fosinopril/Hctz A M
Divalproex sodium A M Econazole Cream A Propranolol A M Lisinopril/Hctz A M
Divalproex Sodium ER | A M EXELDERM B Sotalol A M Lotrel A M
Ethosuximide A M Ketaconazole Cream A Timolol A M Methyldopa /HCTZ A M
FELBATOL B M Ketoconazole Rx Sham | A Toprol XL* A M Metoprolol & HCTZ A M
Gabapentin A M Loprox Shampoo* A Propranolol /HCTZ A M

A = A Tier Generic B = B Tier Brand M = Maintenance Benefit S = Step Therapy Required R = Restriction
DRUG = Brand Drug drug = Generic Drug P = Prior Authorization
drug* = Brand name listed for reference only, generic equivalent available at a generic copay

Brand name products where generic is available; copay penalties may apply.
For questions or prior authorization requirements please call 1-800-728-7947

Preferred Drug Lists continually change to reflect the most recent advances in drug therapy. Therefore, this list is not inclusive and does not guarantee coverage. However, i
represents an abbreviation of the member's prescription drug coverage. Refer to your benefit's documentation for changes to coverage.



Quinapril & HCTZ A M Hydroxyurea A PROAIR HFA B M VYTORIN B M
TEKTURNA B M Leucovorin A Pulmicort 1mg/2ml B M ZETIA B M
TEKTURNA-HCT B M LEUKERAN B Pulmicort Neb* A M
Timolide* A M Megestrol A QVAR Bl | M Alesse* Al M
ANTIHYPERTENSIVES - VASODILATORS Mercaptopurine Tab A SEREVENT DISKUS B M Cyclessa* A M
Hydralazine A ‘ M Methotrexate Inj. A M SPIRIVA B M Demulen” Al (M
Minoxidil Al M Tamoxifen A M SYMBICORT B M Desogen® Al (M
FLAMMATORY /ANTIHEUMATICS TEMODAR B VENTOLIN HFA A M E:\tl:):ep FE* 2 m
ARTHROTEC B XELODA BIP

Albuterol Syrup A M Lo/Ovral* A M
CELEBREX B ABILIFY B Albuterol Tab A M LOESTRIN 24 FE B M
Diclofenac A Chlorpromazine A Aminophylline A M Loestrin Fe* A M
Diclofenac XR A Clozapine A Metaproterenol A M Loestrin* A M
ENBREL P Eskalith Cr* A M SINGULAIR B M LYBREL B M
Etodolac A Fluphenazine A Terbutaline A M Microgestin A M
Etodolac XL A GEODON B THEO-24 B Micronor* A M
Fenoprofen Tab A Haloperidol A Theophylline A M Mircette* A M
Flurbiprofen A Lithium Carbonate A M Theophylline SR A M Modicon* A M
Ibuprofen A Lithium Citrate Al M VOSPIRE ER B M Necon Al M
INDOCIN SUPP B Lithobid* A M NUVARING B M
INDOCIN SUSP B Loxapine A AGGRENOX B Ogestrel (Ovral*) A M
Indomethacin A ORAP B Aminocaproic Acid A Oral Contraceptive* A M
Ketoprofen A Risperdal* A Cilostazol A Ortho-Cyclen* A M
Ketoprofen SR A SEROQUEL B COUMADIN B M Ortho-Novum 7/7/7* A M
Ketorolac A Thioridazine A Dipyridamole ALIM Ortho-Tri-CyclenLo* A | M
Meclofenamate A Thiothixene Cap A EFFIENT B Ortho-Tricyclen* A M
Mefenamic Acid* A Trifluoperazine A Heparin A Seasonale* A M
Meloxicam A ZYPREXA B Pentoxifylline A M SEASONIQUE B M
Methotrexate A M PLAVIX B M Triphasil* A M
Nabumetone A CUPRIMINE B Ticlopidine A M Yasmin® A M
NALFON CAP B Kayexalate* A Warfarin A M Yaz* A M
Naproxen A Sodium Poly Sulf A
Naproxen EC A Cortisone A
Oxaprozin A ADVAIR B M Cholestyramine A M Dexamethasone A
Piroxicam A ADVAIR HFA B M Colestid* A M ENTOCORT EC B
RIDAURA B AEROBID-M B M CRESTOR B M Florinef* A
Sulindac A Albuterol Nebules A M Fenofibrate A M Hydrocortisone Tablet A
Tolmetin A ASMANEX B M Gemfibrozil A M MEDROL 2MG B
ATROVENT HFA B M LESCOL B M Methylprednisolone A
ALKERAN B COMBIVENT B M LESCOL XL B M Prednisolone A
Arimidex* A Cromolyn Neb A M LIPITOR B M Prednisone A
AVONEX | FLOVENT DISKUS B M Lovastatin A M Prednisone Intensol A
Casodex* A FLOVENT HFA B M LOVAZA B M CORTICOSTEROIDS-TOPICAL
CEENU B FORADIL B M NIASPAN B M Aclovate® A
Cyclophosphamide tab | A HYPER-SAL NEB 7% B Pravachol* A M Amcinonide A
FARESTON B INTAL INHALER B M SIMCOR B M Betamethasone A
FEMARA B Ipratropium A M Simvastatin A M Clobetasol Cream A
Flutamide A MAXAIR B M TRILIPIX B M Clobetasol Gel A

A = A Tier Generic B = B Tier Brand M = Maintenance Benefit S = Step Therapy Required R = Restriction
DRUG = Brand Drug drug = Generic Drug P = Prior Authorization
drug* = Brand name listed for reference only, generic equivalent available at a generic copay
Brand name products where generic is available; copay penalties may apply.

For questions or prior authorization requirements please call 1-800-728-7947

Preferred Drug Lists continually change to reflect the most recent advances in drug therapy. Therefore, this list is not inclusive and does not guarantee coverage. However, i
represents an abbreviation of the member's prescription drug coverage. Refer to your benefit's documentation for changes to coverage.



Clobetasol Oint A EURAX B Colyte* A CREON B M
Clobetasol Soln A FLUORI-METHA B Golytely* A PANCREASE B M
DERMASMOOTH B Fluorouracil (Topical) A Lactulose A Pancrelipase A M
Desonide A Granulex* A Nulytely* A ULTRASE B M
Desoximetasone A Lidocaine A GASTROINTESTINAL - ANTIEMETICS
Diflorasone A Lidocaine/prilocaine Cr | A EMEND B Allopurinol A M
Diprolene AF* A LINDANE B Graniststron 1mg Tab A Colchicine A M
Diprolene* Cr & Oint A Podofilox A Marinol A Colchicine /Probenicid | A M
Fluocinolone Top A REGRANEX B Prochlorperazine A Probenecid A M
i HEART / ANGINA MEDICATIONS
Fluocinonide A SANTYL B Promethazine A —
Digoxin A M
. . . - TORECAN B
Fluticasone Topical A Silver Sulfadiazine A
TRANSDERM-SCOP B ISORDIL TAB 40MG B M
HALOG B ' Isosorbide Dinitrat A M
. BYETTA B| |M Trimethobenzamide | A sosorbide Dinitrate
Hydrocortisone Top 2.5 A Isosorbide Mononitrate | A M
JANUMET B M Zofran ODT* A
KENALOG SPRAY B LANOXIN B M
Locoid* A JANUVIA B M Zofran* A
M Tooical | A S T ey VITRO-DUR 0.3MG B M
ometasone Topica Amaryl* A M Cimetidine A Nitroglycerin Oint A M
Psorcon E A Chlorpropamide A M Famotidine 40mg A Nitroglycerin Patch A M
Psorcon A Glipizide A M Ranitidine 300mg tablet | A Nitroglycerin SR A M
TACLONEX B Glipizide XL A M Zantac syrup* A NITROLINGUAL SPRA | B
TEXACORT B GLUCAGON B GASTROINTESTINAL - INFLAM. BOWEL NITROSTAT B
Triamcinolone A Glyburide A M ASACOL B RANEXA B M
TRIDESILON B Giyouride Micro A u CANASA B
Ultravate A Glyburide-Metformin A M Colazal A Cyanocobalamin A
COUGH/COLD/ALLERGY PRODUCTS . DIPENTUM B Folic Acid A M
GCyoroheptadin A Metformin A M
yproneptadine . LIALDA B NASCOBAL B
Dihistine DH* A Metformin ER A M
ihistine SRANDIN sl LOTRONEX B
Epi-pen* A . ANDRODERM B
Precose* A M Mesalamine Rectal A
EPI-PEN-JR B Danazol A
PENTASA B
. . . PROGLYCEM B M
Guaifenesin/Codeine A . Fluoxymesterone A
Tolazamide A M Sulfasalazine A M
Histussin HC* A ) TESTIM GEL B
. Sulfasalazine EC A M
Hycodan* A Tolbutamide A M Testost Ini A
yeocan DIABETIC ORAL AGENTS - (TZD) GASTROINTESTINAL - MISC o
- )
Phenergan DM A ACTOPLUS MET B M CARAFATE SUSP B PV " v
Phenergan VC* A Chlordiazepox /Clindin | A
ACTOS B M
P thazine / COD A Dicyclomine A ANGELIQ B
romethazine DUETACT B M ¥ Aygestin® Al u
Promethazine VC A Diphenoxyl /Atropine A o ) A "
Tessalon* A Insulin Syringe A M Donnatal* A imara
Tussi Organidin* A Pen Needle A M Hyoscyamine A M ESTRADERM B M
Tussionex’ A Metoclopramide NI Estradiol AL M
DERMATOLOGICALS - ECZEMA/PSORIASIS CYTADREN B Misoprostol A ESTRATEST B M
CARAC B DDAVP Tabs A Phenobarb /Belladonna | A ESTRATEST HS B M
DOVONEX CREAM B Desmopressin A Phoslo* A Medroxyprogest Tab A M
Dovonex Sol A Dostinex A Propantheline 15mg A MENEST B M
PROTOPIC B METHERGINE B RENAGEL B Ogen A M
Selenium Sulfide A NUTROPIN AQ B RENVELA B PREMARIN B M
TAZORAC B STIMATE B PREMPHASE B M
Sucralfate A
ZEMPLAR B : PREMPRO B M
D I+ A Ursodiol A
i SIS VIVELLE Bl M
Elimite* A AMITIZA B .

A = A Tier Generic B = B Tier Brand M = Maintenance Benefit S = Step Therapy Required R = Restriction
DRUG = Brand Drug drug = Generic Drug P = Prior Authorization
drug* = Brand name listed for reference only, generic equivalent available at a generic copay
Brand name products where generic is available; copay penalties may apply.

For questions or prior authorization requirements please call 1-800-728-7947

Preferred Drug Lists continually change to reflect the most recent advances in drug therapy. Therefore, this list is not inclusive and does not guarantee coverage. However, i
represents an abbreviation of the member's prescription drug coverage. Refer to your benefit's documentation for changes to coverage.



VIVELLE-DOT B M Soma w/Codeine* A Timolol Ophth A M Prednisolone Ophth A
IMMUNOSUPPRESIVE AGENTS Tizanidine A OPHTHALMIC AGENTS - CYCLOPLEGIC Sulfacetamide / Pred A
Aeatioprine : Atopine Opfih | A| | M Tobrader A
P in* 5% . S
CELLCEPT B Astelin A CYCLOGYL 0.5% B Triple Antibiotic+HG Op | A
Cyclosporine B| P BACTROBAN NASAL | B Cyclopentolate A VEXOL B
GENGRAF B P Flonase A Homatropine Ophth A
Mycophenolate Mofetil AP NASACORT AQ B ISOPTO HYOSCINE B ACTONEL B M
MYFORTIC B P NASONEX B Tropicamide A Didronel* A
NEORAL B P OPHTHALMIC AGENTS - MIOTIC EVISTA B
PROGRAF B P Pyridostigmine A Carbachol Ophth A M Fortical Nasal Spray* A
Tacrolimus AP RILUTEK B ISOPTO-CARBACHOL | B M Fosamax* A M
vm R'TAL USSR PHOSPHOLINE 5
APIDRA B M yte Pilocarpine A M Acetic Acid /HC Otic A
HUMALOG B M K-lyte A M OPHTHALMIC AGENTS - MISC Acetic Acid Otic A
HUMALOG MIX B M K-Phos Neutral A Acular A Antipyrine-Benzocaine | A
HUMULIN Insulins B| | M Potasium lodide A ALOCRIL B CERUMENEX B
HUMULIN PEN B M Potassium Chloride A M ALOMIDE B CIPRO HC B
HUMULIN U B M Sodium Fluoride A ALPHAGAN P B M CIPRODEX B
LANTUS B M P AZOPT B M COLYMYCIN-S B
Drisdol A Cromolyn Ophth A
LEVEMIR B M yn Op Cortisporin Otic* A
MEPHYTON B Diclofenac Ophth A
LILLY INSULIN B M P Ofloxacin Otic A
NEPHROCAPS B Dipiverfrin Ophth A
NOVOLININSULIN ' B M P P
Prenatal MVI (Rx Only) | A M . "
Flubiprofen Ophth A Amantadine A M
NOVOLOG B M "
Prenate Advance A M lopidine* A Benztropine A M
NOVOLOG MIX B M Rocaltrol* A P P
Vitamin D 50.000 U A LACRISERT B Carbidopa /Levodopa A M
Ergotamine-Caffeine | A tamin ’ LIVOSTIN B Mirapex* A M
. . OPHTHALMIC AGENTS - ANTIBIOTIC
Imitrex Inj* A o LUMIGAN B M Parlodel* A M
Bacitracin A
Imitrex Nasal A Chloramphenicol Ophth | A PATANOL B Requip A M
Imitrex Tabs A Ciprofloxacin (Ophth) A Phenylephrine Ophth A Selegiline A M
MAXALT B Erythromycin Ophth A RESTASIS B Trihexiphenidyl A M
MAXALT ODT : Gertamicn Optth | A Trusopt AL w
Midrin* A . XALATAN B M
Ofloxacin Ophth A P . A M
MIGRANAL ; Palysporin® A
Y 1 "
ot . BLEPHAMIDE OPTH | B Proscar A
Chlorhexidine A olytrim CORTISPORIN OPTH. | B Terazosin Al M
Lidocaine Viscous A Sulfacetamide Ophth A Dexamethasone Opth | A UROXATRAL B
Pilocarpine Tabs A Tobramycin Ophth Soln | A FLAREX B PSYCHOTHERAPEUTIC AGENTS - MISC
Triamcinolone/Orabase | A Triple Antibiotic Ophth A Fluorometholone A ANTABUSE B
VIGAMOX 5 FML FORTE 8 CAVPRAL B
iroptic* SEDATIVE/ HYPNOTICS/ ANTIANXIETY
Baclofen A Viroptic A FML OINT B FY————
Carisoprodol 350 tab A ZYMAR B FML-S B P
Carisoprodol/ASA A OPHTHALMIC AGENTS - BETA BLOCKER LOTEMAX 8 Ambien A
BETOPTIC-S B M Buspirone A
Chlorzoxazone A MAXIDEX B
. Carteolol Ophth A M Chloral Hydrate Syrup | A
Cyclobenzaprine A Maxitrol* A
COMBIGAN B M axitro Chlordiazepoxide A
Methocarbamol A .
. Neo-Decadron A
. . Cosopt A M Clonazepam A M
Norgesic Forte A POLY-PRED B
Norgesic* A ISTALOL B M Clorazepate A
. Levobunolol A M PRED MILD B Diastat® A
Skelaxin A PRED-G B
Optipranolol* A M Diazepam A

A = A Tier Generic B = B Tier Brand M = Maintenance Benefit S = Step Therapy Required R = Restriction
DRUG = Brand Drug drug = Generic Drug P = Prior Authorization
drug* = Brand name listed for reference only, generic equivalent available at a generic copay
Brand name products where generic is available; copay penalties may apply.

For questions or prior authorization requirements please call 1-800-728-7947

Preferred Drug Lists continually change to reflect the most recent advances in drug therapy. Therefore, this list is not inclusive and does not guarantee coverage. However, i
represents an abbreviation of the member's prescription drug coverage. Refer to your benefit's documentation for changes to coverage.



VESICARE B M
URINARY AGENTS - MISC.
Bicitra*

ELMIRON

K-PHOS

K-PHOS-2

LITHOSTAT

Flurazepam
Hydroxyzine
Lorazepam
Meprobamate
Oxazepam Cap
Sonata*
Temazepam 15mg
Temazepam 30mg Phenazopyridine
Polycitra-K*
Sodium Cit-Cit Acid

Temazepam 7.5mg

TRANXENE SD

> W > >» >» > > > > > >

) Tricitrates™
Triazolam

Urocitk

Adderall XR* VACCINES
Adderall* VIVOTIF BERN

CONCERTA VAGINAL PRODUCTS
AVC

CLEOCIN VAG SUPP
ESTRACE VAG

> >» » » >» W T ® T >

Dexedrine*
Dextroamphetamine

METADATE CD Metrogel Vag*

PREMARIN CREAM
TERAZOL 3 SUPP

Methylphenidate
Methylphenidate SR
NUVIGIL
PROVIGIL

RITALIN LA
STRATTERA
VYVANSE

THYROID MEDICATIONS

ARMOUR THYROID
Cytomel*

> U W > W W W

Terazol Cr*

T T T ©® ©® >» >» W > > W > >

Levothroid*
Levothyroxine
Methimazole
Propylthiouracil
Thyroid
THYROLAR B

URINARY AGENTS - ANTIINFECTIVES
FURADANTIN SUSP B

MACRODANTIN 25MG

> >» >» >» » > W
=T =22 22 22 2

Methenamine Hippurat
Methenamine Mandelat
Nitrofurantoin

Nitrofurantoin Monohyd

Urised*

> >» >» >» >» W

URINARY AGENTS - ANTISPASMOTICS
Bethanechol

DETROL
ENABLEX

Flavoxate

> > W W >
<

Oxybutynin

A = A Tier Generic B = B Tier Brand M = Maintenance Benefit S = Step Therapy Required R = Restriction
DRUG = Brand Drug drug = Generic Drug P = Prior Authorization
drug* = Brand name listed for reference only, generic equivalent available at a generic copay
Brand name products where generic is available; copay penalties may apply.

For questions or prior authorization requirements please call 1-800-728-7947

Preferred Drug Lists continually change to reflect the most recent advances in drug therapy. Therefore, this list is not inclusive and does not guarantee coverage. However, i
represents an abbreviation of the member's prescription drug coverage. Refer to your benefit's documentation for changes to coverage.



